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Brief Clinical ReportsConcomitant mitral valve replacement and re-re-repair of severe
pectus deformity correction in a patient with Marfan syndromeChristoph Haller, MD, Koppany Sarai, MD, Matthias Siepe, MD, and Friedhelm Beyersdorf, MD, Freiburg,
GermanyWe herein present the replacement of an insufficient mitral
valve owing to annular dilatation, fibroelastic deficiency,
and ruptured chordae tendineae and concomitant correction
of a recurrent pectus excavatum in a 47-year-old man with
Marfan syndrome.
CLINICAL SUMMARY
The patient underwent a modified Nuss procedure at the
age of 11 years. The deformity recurred and osteomyelitis
had developed postoperatively. A second reoperation aggra-
vated the deformity. Owing to a tolerable clinical state, fur-
ther surgical therapy was not performed.
The patient had a long history of paroxysmal cardiac ar-
rhythmias diagnosed in the 1980s. The diagnosis of mitral
valve insufficiency and mild aortic root ectasia was also
made and followed up regularly. After years of unsuccessful
drug therapies, cardioversions, and catheter ablations, the
mitral valve insufficiency had worsened owing to ruptured
chordae tendineae and surgical therapy was indicated.
Inasmuch as the patient had an extreme type of chest de-
formity, correction of the cardiac defect without addressing
the pectus excavatum did not seem promising (Figure 1, A).
We thus decided to replace the mitral valve and to correct the
deformity by median sternotomy. We started by preparing
the pectoral muscles, separating them from the underlying
ribs. The sternum was divided with an oscillating saw.
Inasmuch as the deformity made it impossible for us to raise
the parted bone, we had to cut ribs 4 to 8 bilaterally in the
midclavicular portion. We introduced a sternal retractor
with 2 elevating plates usually used for the preparation of
the internal thoracic artery (Scho¨llhorn thoracic retractors,
IMA Elevating Plate; Karl Storz GmbH & Co, Tuttlingen,
Germany) (Figure 2). The heart–lung machine was con-
nected via an arterial cannulation of the ascending aorta
and a separate cannula in the superior and inferior venaeFrom the Department of Cardiovascular Surgery, University Medical Center, Freiburg,
Germany.
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The Journal of Thoracic and Cacavae, respectively. We were then able to replace the mitral
valve in the standard manner. Owing to the valve’s extensive
alterations and the patient’s obviously higher risk in case of
reoperation, replacement with a mechanical prosthesis was
favored.
We then addressed the patient’s pectus excavatum using
a metal Lorenz bar (Pectus Bar, 38.1 cm; Biomet Microfix-
ation, Jacksonville, Fla) customized with the bar bender tool.
Before we introduced the bar, its ends were additionally bent
to achieve a better fixation and a closer fit. The Pectus Bar
was placed diagonally with the ends supported by the lateral
thorax at the level of the left second and the right sixth ribs
and fixed with 3 polydioxanone sutures. The middle portion
of the chest could now be straightened by the bar running un-
derneath it. Inasmuch as excess bone compromised a satis-
factory correction, we resected about 2 cm of sternal bone
bilaterally, which led to an excellent result.FIGURE 1. Preoperative and postoperative computed tomographic scans
indicating severe impairment of the heart and great vessels (A) and postop-
erative improvement (B).
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FIGURE 2. Cross-sectional view of the thorax with introduced sternal
retractor and bilateral elevating plates.
Brief Clinical ReportsA period of thorough bleeding control was necessary. The
sternum was closed by cerclage with 8 wires, and the pecto-
ral muscles were attached to the sternal bone with wound
drainages placed underneath, followed by standard wound
closure in layers.
The patient’s postoperative course was uneventful. The
patient remained in a hemodynamically and respiratory
stable condition. After loading with phenprocoumon, the
patient could be discharged.
The postoperative routine examination after 3 months
showed an excellent result (Figure 1, B). The patient ex-
pressed satisfaction but did report feeling a slight restriction
when bending forward, although he already had noticed an
improvement. We anticipate that this dysesthesia will con-
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Concomitant repair of pectus excavatum and cardiac de-
fects is controversial. Leaving the deformity untreated may
lead to problematic exposure of the heart or even cardiac im-
pairment.1 Many authors consider midsternotomy inappro-
priate for concomitant repair.2-5 Although opinions diverge,
it seems obvious that the worse the chest wall deformity,
the more it will affect heart function and regeneration after
staged repair. In very severe cases such as this one, it is mor-
phologically impossible to correct the heart without correct-
ing the chest wall.
We have demonstrated an approach by midsternotomy.
Especially in patients with mitral valve deficiency, many
of alternatively described approaches seem inadequate. Ow-
ing to the extensive wound area, particular care must be
taken to control bleeding.
Our patient’s smooth recuperation proves that a concomi-
tant repair using midsternotomy can be the treatment of
choice in severe cases of pectus excavatum.References
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drome. J Thorac Cardiovasc Surg. 1970;59:673-84.A rare case of vascular ring: Retroesophageal artery between the
right brachiocephalic artery and the left descending aortaYoshio Ootaki, MD, PhD,a Mohamed Sulaiman, MD,b and Ross M. Ungerleider, MD,a Cleveland, OhioA vascular ring is a congenital aortic arch anomaly that pres-
ents with tracheal and esophageal compression by vascular
structures. Vascular rings have been classified according to
embryologic, pathologic, and radiographic criteria. We de-
scribe a very rare vascular ring due to an abnormal retroeso-
phageal artery in an infant.
CLINICAL SUMMARY
A 5-month-old baby was referred to our hospital because
of long-standing wheezing and difficulty feeding. Gastroeso-
phagographic analysis revealed compressionof the esophagus,ery c November 2010
